On looking into the history of chest trauma and its treatment through the centuries, it is apparent that the chest has been a part of the body that remained, even to the present, ill-understood and its injuries and lesions poorly treated.
From Grecian days up to modern times serious penetrating and other injuries of the chest have resulted, almost without exception, in the death of the injured person with the physician or surgeon standing by helplessly. Medical historywas made and recorded whenever a patient with severe chest injury recovered and these cases seemed mostly to be chest wall injuries with lung prolapse.
Pare, that great surgeon of the Renaissance, was one of the first to recognize a traumatic diaphragmatic hemia. He also described a test for a penetrating wound of the lung. His revolutionary treatment of war injuries was well ahead of his time and is much to be admired even today.
The last war saw a major step forward in the understanding and management of chest injuries and yet today, in a society in which chest injury is becoming an increasingly serious problem, the treatment of these patients is often left in the inexperienced hands of junior members of the medical staff who have had little or no instruction in the principles of chest management. It has been all too frequently the experience of the writer to be asked to see patients, often with relatively mild chest injuries, only to find their condition deteriorating because the principles involved in treatment have not been understood, and it is because of this experience that this paper is presented. These two groups correspond fairly accurately with the two major traumatic factors responsiblc for chest injury viz:
Direct Trauma
Injury is sustained at the site of trauma, e.g. a kick in the ribs. Group i injuries usually result from this type of trauma.
Compression Trauma
In this type of trauma, ribs are bowed and fractured, often in two places. Th-e fractures occur at a site some distance from the point of application of the force. The classical example is the steering wheel injury in a car crash. Group 2 injuries result, as a rule, from this type of trauma.
Clinical Features
The difficulty in classifying the clinical features, both symptoms and signs, lies in the gradation of these features which in turn depends upon:
( 
Comments
(i) If a tension pneumothorax has occurredand the patient's rapid respiratory deterioration together with the physical findings of pneumothorax and mediastinal displacement will give the clue to this condition-then a trocar and cannula (preferably) or a wide-bore needle should be inserted immediately to relieve the tension. This should be done after local aniesthetic has been injected unless it is felt that the patient's rapid deterioration contra-indicates further delay. The butt-end of the needle or trocar is controlled with a finger phasing the release of air with expiration. This will allow time for an intercostal tube drain to be prepared and inserted under more favourable conditions.
(z) Surgical emphysema associated with chest injury always means lung damage and often is an indication for the insertion of an intercostal tube to decompress the pneumothorax, and connecting this to an underwater drain. The tube is inserted usually into the second intercostal space anteriorly using local anaesthetic agent. It is advised that sufficient local anesthetic is present in the syringe so that, on withdrawing the plunger after the needle has been passed through the parietal pleura, air may be observed to bubble through it (a constant flow will confirm a pneumothorax-if a few bubbles are obtained which cease rapidly it usually means lung parenchyma has been entered and another site must be chosen) or blood aspirated into it (to warn of the possibility of major but displaced mediastinal structures underlying the site of the proposed insertion of the tube).
(3) If (7) Lung abscess may follow infection of a contused lung. Conservative management usually is all that is necessary though the danger of an empyema must be born in mind.
(8) Traumatic asphyxia-it is surprising that this is a rare phenomenon in these injuries and hence is not often seen.
Group 2 Injuries
Although this group has been divided into two sections, so far as chest management is concerned they will be considered together.
In most cases serious physiological derangement has occurred and there is little doubt that some of these patients die unnecessarily because the severity of the physical and physiological injury has not been recognized and hence treatment has been started either too late or not at all.
Assuming that there is not a massive blood loss or other injury to cause death, these patients deteriorate and die from hypoventilation, the main causes of which are:
Interference with respiratory mechanics-paradoxical respiration. The clinical features, methods of investigation and management of the more common types of closed injury are described and a summary of the indications for, and principles in management of, mechanical ventilation is given.
